











































































The writing of this dissertation has been one of the most significant academic challenges I have ever faced. Without the support, patience and guidance of the following, this study would not have been completed. 

Firstly, I am grateful to GOD, my LORD, for his Blessings and Grace. Secondly, I thank my supervisor, Dr, Salvio E. Macha for his kind guidance and devotion. His scholarly advice, encouragement, tireless efforts and concern for accuracy have shaped this study into its present form. Thirdly, I am deeply indebted to Mr. Frank Alexander, Dr, Jeremiah Makula, Dr. Selemani Mbyallu, without them this effort would have been worth nothing. Their love, support and constant patience have taught me so much about sacrifice, discipline and compromise. 









The objective of this study was to assess the factors influencing quality of Health for Prenatal and Postnatal in the country. A case of Mwananyamala and Sinza Palesitina in Kinondoni Municipality-Tanzania. This study assessed the factors influencing the quality of health for Prenatal and Postnatal care services, the case of Mwananyamala and Sinza Palestina hospital in Kinondoni. The study was guided by four objectives which aimed at identifying the determinants of qualities for prenatal Healthcare Services objectives; to examine the determinants of quality for postnatal healthcare; to identify the challenges on the factors influencing quality of Health for Prenatal and Postnatal and examine the strategies to overcome the challenges facing Healthcare Services on providing quality prenatal and postnatal care. The study was conducted in two wards from two hospitals with a total of 85 respondents which were obtained through simple random sampling technique. The data were generated through questionnaires, in-depth interviews, participatory field observation, and focus group discussion. The study employed both qualitative and quantitative approach. The data collected were both qualitatively and quantitatively analyzed, whereby quantitative data were analyzed using descriptive analysis found inside Statistical Package for the Social Sciences. This study revealed that the public health facilities are still facing a lot of challenges in providing proper maternal health care including shortage of skilled staffs, shortage of tools and equipment’s. This study recommended strengthening the health system, accessibility of prenatal and postnatal healthcare services fighting corruption and removing all costs in health system, the integration of various health projects and programs for easy management, establishment and strengthening monitoring and evaluation system.
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1.1 Background of the Study
Despite of global and national efforts to improve women’s health, death of women during child birth remains an unresolved challenge in many developing countries, including Tanzania (Shija et al 2011). The provision of appropriate maternal health care remains one of the main challenges in developing countries. There is agreement that the pro-vision of quality clinical services is essential if high rates of maternal death are to be reduced (Hogan, et al, 2008). Nevertheless, a focus on tackling the clinical causes of maternal death may not be the most comprehensive perspective from which to understand the problem of maternal mortality, since it does not highlight the relevance of the social determinants of health (Mahiti, et al, 2015).

It is important to consider other factors that influence the risk of dying during pregnancy, delivery, and postpartum. Such factors include socio-economic status, education, and ethnicity. Acknowledging the importance of social determinants in understanding the strongly unequal distribution of maternal deaths which is highest among the poorest people in sub-Saharan Africa therefore needed (Ronsmans, et al 2006).

From that perspective, neglect of maternal health constitutes not merely a public health issue, but also a violation of women’s right to the highest attainable standard of health care. From a rights-based approach, states are responsible for: reducing inequalities that limit the opportunities of certain groups of women to enjoy safe motherhood and providing an adequate array of maternal health care services that are available, accessible, acceptable, and of good quality (Mrisho, et al 2009).

However, Tanzania has a strong policy towards tackling maternal mortality and morbidity. In the 2007 Tanzanian health policy, maternal and child health were considered the ‘prime targets for health care delivery’ (The United Republic of Tanzania, 2007). In subsequent years, several plans and programs were implemented. The National Road Map Strategic Plan to Accelerate Reduction of Maternal, Newborn and Child Deaths 2008-2015 reflects the current global approach to maternal mortality reduction based on the continuum of care (Hunt and Bueno deMesquita, 2006).

These efforts have contributed to the decline from 578 maternal deaths per 100,000 live births in 2005 to454 in 2010 (NBS, 2011). However, the challenge to reach the targeted maternal mortality ratio of 133 in 2015 is enormous. Utilization of maternal health care services in health facilities is high during the antenatal period with at least one visit (96%), but decreases sharply when it comes to delivery (50%) and first postpartum follow-up visit (35%) (NBS, 2011).

Both the distribution and utilization of health care facilities remain unequal (9, 10). Despite the focus of health policy on rural areas (where 80% of the Tanzanian population lives) (2), urban areas remain far better covered by health services and their utilization is greater (Mrisho, 2009). Furthermore, every year, 289 000 women die due to complications in pregnancy and childbirth, and 6.6 million children below 5 years of age die of complications in the newborn period and of common childhood diseases. Many of these deaths could be prevented by providing optimal care at health facilities (Ronsmans and Graham, 2006). Although progress has been made in increasing the coverage of several key reproductive, maternal, newborn and child health interventions over the past two decades, there has been limited progress in improving maternal and pediatric outcomes because of a major gap between coverage and the quality of care provided in health facilities. Therefore, improving the quality of facility-based health care services and making quality an integral component of scaling up interventions to improve health outcomes of mothers, newborns and children is of utmost importance (Shija et al 2011).

Postnatal period is a six-week interval between birth of a new born and the return of the reproductive organs to their normal non pregnant state Fraser et al 2006). Postnatal period is a vulnerable time because most maternal and new born deaths occur during this period (Dhaher, 2008). Globally, over 500,000 women die of child birth every year with over 90% of the deaths occurring in the developing countries (World Health Organization, 2010). Moreover, Annual maternal mortality rates in the developed countries such as the United Kingdom and United States of America are estimated at 8 and 16 per 100,000 live births respectively (WHO, 2003). In some African countries, such as South Africa, maternal mortality rate is estimated at 237 per 100,000 live births, while in the Sub Sahara African countries the rates are over 400 per 100,000 live births (WHO, 2003). In Malawi, the maternal mortality is estimated at 675 per 100,000 live births (National Statistical Office (NSO) and ICF Macro, 2011).

1.2 Statement of the Problem
High quality Prenatal Care and skilled attendance during delivery are known to play a significant role in reducing maternal deaths and it is critically important that pregnant women utilize both services (Dhaher et al 2008). Prenatal care can reduce the risk of maternal death by eclampsia, through measuring blood pressure, identifying women at risk of eclamptic convulsions, and taking measures to reduce blood pressure whenever possible (World Health Organization, 2010). Moreover, newborn survival is inextricably linked to the health of the mother. Nowhere is this more evident than the high risk of death for newborns and infants whose mothers die in childbirth. For both newborns and mothers, the highest risk of death occurs at delivery, followed by the first hours and days after childbirth (WHO, 2003). The postnatal period (the time just after delivery and through the first six weeks of life) is especially critical for newborns and mothers (Sines, et al 2007).

Given the exceptional extent to which the deaths of mothers and babies occur in the first days after birth, the early postnatal period is the ideal time to deliver interventions to improve the health and survival of both the newborn and the mother (Fraser et al 2006). Yet policies and programs have largely overlooked this critical time, hindering efforts to meet the Millennium Development Goals (MDGs) for maternal and child survival (Sines et al 2007). 

Despite the availability of extra resources and trained midwives, rate of complications and deaths in the prenatal and postnatal period in the country is still high even among women that are delivering in the health facilities. This study therefore, aimed at assessing the quality of Healthcare Services for Prenatal and Postnatal in the country.
1.3 Objective of the Study
1.3.1 General Objective
The major objective of this study was to assess the factors influencing quality of Health for Prenatal and Postnatal in the country.

1.3.2 Specific Objectives
The following specific objectives are suggested;
i.	To identify the determinants of qualities for prenatal Healthcare Services;
ii.	To examine the determinants of quality for Postnatal healthcare;
iii.	To identify the challenges on the factors influencing quality of Health for Prenatal and Post-natal and;
iv.	To examine the strategies to overcome the challenges facing Healthcare Services on providing quality prenatal and postnatal

1.4 Research Question
1.4.1 General Research Questions
The general research question for the proposal study will be what are the factors influencing quality of Health for Prenatal and Postnatal?

1.4.2 Specific Research Questions
The study will be guided by following specific questions;
i.	What are the determinants of qualities for prenatal Healthcare Services?
ii.	What are the determinants of quality for Post-natal health care?
iii.	What are the challenges on the factors influencing quality of Health for Prenatal and Postnatal?
iv.	What are the strategies to overcome the challenges facing Healthcare Services on providing quality prenatal and postnatal?

1.6 Significance of the Study
The study has the following potential benefits. In the first place, the study will highlight the factors influencing quality of Health for Prenatal and Postnatal in the country, identify the prenatal care quality, quality of Healthcare Services for Postnatal, the perceived challenges Healthcare Services may face in providing quality Prenatal and Postnatal care and strategies to overcome the challenges. Moreover, this study will open new ideas for those who wish to conduct further studies on the factors influencing quality of Health for Prenatal and Postnatal in the country. It will also contribute to the knowledge base on the Prenatal and Postnatal Healthcare Services within the country.

The study will be usefully document to the Healthcare Services policy formulator or framework, the recommendations and causes that will be identified can be useful in Healthcare policy formulation. The study will also provide other researchers with areas for future research and literatures that will be addressed to this topic. The study will provide an empirical analysis of the Healthcare Management Perceptions about the perceived challengesand strategies to overcome those challengesas the way of makingquality Health services for Prenatal and Postnatalthe country.

1.7 Scope of the Study
The study focused on the factors influencing quality of Health for Prenatal and Postnatal in the country. The independent variables factors influencing qualities for prenatal Healthcare Services, Healthcare factors that influence quality for postnatal care, challenges on the factors influencing quality of Health for Prenatal and Postnatal and strategies to overcome those challenges, the study dependent variable is quality of Health for Prenatal and Postnatal. The study was undertaken at Mwananyamala hospital and Sinza Palestina hospital in Kinondoni-Dar es- Salaam.  

1.8 Organization of the Study
This study was organized in five chapters. Chapter presents background of the study, statement of the research problem, research objectives, and research questions, significance of the study, scope of the study and organization of the study. This chapter also presents literature review that will in line with the objectives of the study. The chapter gives theoretical and empirical literature review. The first section of the chapter is conceptually defining the key terms used in the study; the second section provides theoretical review of the study whereas the third section of the chapter discusses the concepts on the factors influencing quality of Health for Prenatal and Postnatal in the country. The last section of the chapter presents conceptual framework.





This chapter presents literature review that is line with the objectives of the study. The chapter gives theoretical and empirical literature review. The first section of the chapter is where the key terms used in this study are defined; the second section provides theoretical review of the study whereas the third section of the chapter discusses the concepts on the factors influencing quality of Health for Prenatal and Postnatal in the country. The last section of the chapter presents conceptual framework.

2.2 Conceptual Definitions of Key Terms
The study used different key terms in its research which gave significant for the completion of the work; the key terms are as follows: -

2.2.1 Healthcare Services
Fraser et al (2006) defined Health care services as the furnishing of medicine, medical or surgical treatment, nursing, hospital service, dental service, opt metrically service, complementary health services or any or all of the enumerated services or any other necessary services of like character, whether or not contingent upon sickness.

2.2.2 Prenatal Care
Chimtembo, et al (2013) defines prenatal care also known as antenatal care as a type of preventive healthcare with the goal of providing regular check-ups that allow doctors or midwives to treat and prevent potential health problems throughout the course of the pregnancy while promoting healthy lifestyles that benefit both mother and child. Women who suspect they may be pregnant should schedule a visit to their health care provider to begin prenatal care. Prenatal visits to a health care provider include a physical exam, weight checks, and providing a urine sample (WHO 2003). Moreover, depending on the stage of the pregnancy, health care providers may also do blood tests and imaging tests, such as ultrasound exams. These visits also include discussions about the mother's health, the infant's health, and any questions about the pregnancy (Dhaher et al 2008).

2.2.3Postnatal Care
Hoganet al (2008) defines Postnatal care as a pre-eminently about the provision of a supportive environment in which a woman, her baby and the wider family can begin their new life together. It is not the management of a condition or an acute situation.
Furthermore, the study of Mrisho,et al (2009) argued that, the postnatal period as the first six weeks after birth, postnatal care is critical to the health and survival of a mother and her newborn. The most vulnerable time for both is during the hours and days after birth. Lack of care in this period may result in death or disability as well as missed opportunities to promote healthy behaviors, affecting women, newborns, and children.

2.3 Theoretical Literature Review
Theoretical Review discuses in depth the studies which have been conducted by others in the quality of Healthcare Services for Prenatal and Postnatal in the country, the section also provides the relevant theories or model on the concept under study.
2.3.1 Owino’s Theory of Nurse-Client Interactions for Childbirth Preparedness
Owino, (2012) developed the theory of nurse-client interactions for childbirth preparedness argued that, Nurse and client perceptions brought out the main area of concern as the “preparation of antenatal mothers for childbirth by a skilled attendant”. It became apparent that the preparation of a mother by the nurse occurred mainly during nurse-client interactions. The concept was then re-constructed to ‘Nurse-Client Interaction for Childbirth Preparedness’ and was adopted as the title of the substantive theory. Since then, the theory has undergone further analysis and evaluation and the title has evolved to “Owino’s Theory of Nurse-Client Interaction for Childbirth Preparedness” (Owino, 2012).

The theory depicts three phases in the process of preparing for childbirth, and six elements in the interaction process as earlier shown in the integrated framework. These stages occur in taxonomy that though presented here as distinct categories, may sometimes have blurred boundaries. The three activity phases in the preparation process, include; assessment, building consensus and the exit phases. The six main categories of behavioral patterns during the nurse-client interaction process include; willingness of mother to attend ANC, exchanging information, nursing care and treatment, focused preparation of the mother for delivery, evaluating readiness of client for delivery and referring the client (Owino, 2012).

2.3.2 The Behavioral Model of Andersen
The behavioral model of Andersen (1968, 1995) has been widely used in health care researches. The purpose of this model is to discover conditions that either facilitate or impede utilization of health care services. The model consists of four main model components. The first component consists of the health care system including national health policy and the resources and their organization in the health care system. It also pays attention to the external environment, which includes the physical, political and economic elements (Van Rijsbergen, 2011).

The second component consists of three major elements; predisposing characteristics, representing demographic factors like age and gender, social structure including education, occupation, household composition, ethnicity, religion and health beliefs covering attitudes, values and knowledge that people have about health and health services. Enabling resources include the availability of health facilities and personnel, quality measures of service providers, income, transportation, social relationships and waiting times. Need represents the perceived need that must be defined for use to take place. The third component comprises personal health practices such as different forms of self-care. It also considers the use of health services; type, site, purpose and time interval (Van Rijsbergen, 2011).

The last component concerns health outcomes. Perceived health status of the consumer, evaluated health status represents the professional judgment about people’s health status and finally the consumer satisfaction. The components are linked through several connecting lines, representing for instance feedback loops from outcome to predisposing factors and perceived need as well as health behavior. It is for instance conceivable that women living in rural areas where the environment is often difficult and resources are limited follow different norms regarding health care delivery, compared to urban women and have different standards of consumer satisfaction. Thus, environmental factors influence outcomes, represented by a connecting line between the first and last model component. This represents the dynamic and recursive nature of the model. Since health service utilization is a complex phenomenon by nature, we think such a model can however be helpful in truly understanding these matters (Andersen, 1995, Van Rijsbergen, 2011).

2.4 An Overview on the Maternity Healthcare in Tanzania
The total population of Mainland Tanzania is estimated to be 39,384,223 (as of July 2007) (URT, 2008). Most of the population (75%) resides in the rural area. The annual growth rate is 2.9% with life expectancy at birth being54 years for males and 56 years for females (Bale et al 2003). The total fertility rate in Tanzania has been consistently high over the past ten years and currently stands at 5.7children per woman. There are regional variations with urban-rural disparities, where rural women have higher fertility rates than their urban counterparts (Urassa et al 2002).

The Maternal Mortality Ratio (MMR) has remained high for the last 10 years without showing any decline and is currently estimated to be 578 per 100,000 live births. While significant progress has been made to reduce child mortality in Tanzania, the neonatal mortality rate remains high at 32 per 1,000 live births, and accounts for 47% of the infant mortality rate which is estimated at 68 per 1,000 live births (URT, 2008). Moreover, annually, it is estimated that 536,000 women worldwide die from pregnancy- and childbirth-related conditions, as do 11,000,000 under-fives, of which 4.4 million are newborns. Most of these deaths occur in Sub Saharan Africa (Ajibola, 2004). Tanzania is one of the ten countries contributing to 61% and 66% of the global total of maternal and newborn deaths, respectively (URT, 2008).
In Tanzania, the estimated annual number of maternal deaths is 13,000, the estimate for under-fives is 157,000, and newborn deaths are estimated at 45, 0008. In committing to MDGs 4and 5, the Government of Tanzania agreed to reduce the under-five mortality rate by two-thirds and reduce the maternal mortality ration by three-quarters by 2015 (URT, 2008). 

Maternal, newborn and child outcomes are interdependent; maternal morbidity and mortality impacts neonatal and under-five survival, growth and development. Thus, service demand and provision for mothers, newborns and children are closely interlinked. Integration of MNCH services demands reorganization and reorientation of components of the health systems to ensure delivery of a set of essential interventions for women, newborns and children (Ajibola, 2004). Moreover, a focus on the continuum of care replaces competing calls for mother or child, with a focus on high coverage of effective interventions and integrated MNCH service packages as well as other key programs such as Safe Motherhood (SM), Family Planning (FP) and Prevention of Mother to Child Transmission (PMTCT) of HIV, Malaria, EPI, IMCI, Adolescent Health and Nutrition. Sustained investment and systematic phased scale up of essential MNCH interventions integrated in the continuum of care are required (Bale et al 2003).

The Tanzanian government has set up an exemption scheme for vulnerable groups, including pregnant women. As a consequence, the majority of women who access delivery care can receive free-of-charge services, drugs, medical supplies, medical equipment and transportation related to obstetric care (Quijada and Comfort, 2002). However, according to the study of Van Rijsbergen (2011), the exemption policy is inconsistently applied and other important resources are often lacking (including transportation means or social resources that secure support in case of emergency). 

Equally important, however, is that it remains unclear what women would prefer if all resource constraints were relieved. The Tanzanian government, indeed, lacks sufficient knowledge about women’s preferences for delivery care, mainly due to inadequate consumer involvement and participation in planning, implementation, monitoring and evaluation of health services (Van Rijsbergen, 2011). To fully optimize government’s policy, it is necessary to improve our understanding of women’s preferences for delivery care facilities and how these correlates with women’s characteristics (Ajibola, 2004).

Access to and utilization of high-quality emergency obstetric care has shown to be one of the crucial elements when it comes to reducing maternal mortality (Mavalankar and Rosenfield, 2005). Little attention has been paid so far to the influence of emergency conditions on women’s preferences. Looking at our own data, it shows that 24 percent of the respondents reported at least one complication during a delivery in the last six years (Bale et al 2003). Existing evidence is mixed on the influence of emergency conditions. On one hand, there is evidence that suggests that women do not change their behavior when facing emergency conditions. Per Van Rijsbergen (2011), despite frequently occurring complications, there is a reluctance to change the pre-selected delivery setting in case of severe complications. Others, however, assume it more likely that emergency conditions influence health-seeking behavior (Quijada and Comfort, 2002).
2.5 The Factors Influencing Qualities for Prenatal Healthcare Services
High quality Antenatal Care (ANC) and skilled attendance during delivery are known to play a significant role in reducing maternal deaths, and it is critically important that pregnant women utilize both services. Antenatal care can reduce the risk of maternal death by eclampsia, through measuring blood pressure, identifying women at risk of eclamptic convulsions, and taking measures to reduce blood pressure whenever possible (Melaku, et al 2014).

Tetanus immunization during pregnancy can also be lifesaving for both mother and infant, while the prevention and treatment of malaria among pregnant women, the management of anemia during pregnancy, and the treatment of sexually transmitted infections (STIs) can all significantly improve fetal outcomes (Chimtembo, et al (2013). Antenatal care (ANC) coverage is a success story in Africa, since over two-thirds of pregnant women (69 percent) have at least one ANC contact. However, to achieve the full life-saving potential that ANC promises for women and babies, four visits providing essential evidence based interventions a package often called focused antenatal care are required (Quijada and Comfort, 2002). 

Essential interventions in ANC include identification and management of obstetric complications such as preeclampsia, tetanus toxoid immunization, and intermittent preventive treatment for malaria during pregnancy and identification and management of infections including HIV, syphilis and other sexually transmitted infections (STIs). ANC is also an opportunity to promote the use of skilled attendance at birth and healthy behaviors such as breastfeeding, early postnatal care, and planning for optimal pregnancy spacing (Dhaher, et al 2008).
According to URT (2008), 94% of pregnant women make at least one antenatal care (ANC) visit and 62% of women have four or more ANC visits. The number of pregnant mothers in Tanzania making four or more ANC visits appears to have declined slightly from 70% in 1999. However, the quality of antenatal care provided is inadequate. About 65% of the women have their blood pressure measured and54% have blood samples taken for hemoglobin estimation and syphilis screening. About 41% have urine analysis done and only 47% are informed of the danger signs in pregnancy. Moreover, approximately 80% of pregnant women received at least 1 dose of tetanus toxoid (TT), and 56% of women received two or more TT doses. Younger mothers, women in their first pregnancy, women of the higher education and wealth strata and urban women are more likely to receive two or more doses of TT (Mahiti, et al 2015).

Despite high ANC attendance, only 14% of pregnant women start ANC during the first trimester as per the national guidelines. The median number of months that women are pregnant at their first visit is 5.4. One third of women do not seek ANC until their sixth month or later. However, early booking has an advantage for proper pregnancy information sharing and pregnancy monitoring (URT 2008). The use of antenatal care among Tanzanian women is higher than in most other sub-Saharan African countries. 

The demographic and health survey from 2004 showed that 94 percent of women received antenatal care from a health professional at least once and 62 percent received antenatal care at least four times (NBS, 2005), which is the recommended minimum of antenatal care visits by the WHO (2005). Antenatal care is provided in facilities at every level of the Tanzanian health care system. Of all facilities, 82 percent offer antenatal care, with almost all public facilities offering antenatal care and only 30 percent of the private for-profit facilities offering antenatal care.

Additionally, of the facilities that provide antenatal care services, faith-based facilities offer them with the most limited regularity. For good quality antenatal care, facilities should have individual client cards, antenatal care guidelines or protocols, and visual aids for client education. Overall, 13 percent of all facilities in Tanzania have all three items, and faith-based and private for-profit facilities are less likely to have all three items (NBS, 2007). Only 46 percent of Tanzanian women (39 percent for the Lake Zone) have a health professional present at delivery (NBS, 2005). Most deliveries attended by a health professional occur in health facilities and overall, about half of all deliveries take place at home. Delivery at home is very common in rural areas (61 percent), much more than in urban areas (19 percent) (NBS, 2007). 

Normal delivery services are offered by approximately three-quarters of all facilities. Government-managed facilities (91 percent) are more likely than faith-based (73 percent), parastatal (20 percent), or private for-profit facilities (18 percent) to offer normal delivery services. Faith-based facilities are more likely to offer caesarean section and emergency transportation. Only 3 percent of government facilities offer caesarean section, because most are lower level health centers and dispensaries that are not expected, under normal circumstances, to offer this service (NBS, 2005).

On the other hand, only 40 percent of all facilities have a system of emergency transportation. In countries with large proportions of deliveries that take place at home, a support system from a health facility may increase the chance on a safe delivery (NBS, 2007). The concept of domiciliary care operates on the understanding that skilled care can be provided at the community level. Of all facilities in Tanzania, 26 percent have services to support safe home delivery. Of the government facilities, 35 percent is equipped to support safe home delivery, and 16 percent of the faith-based facilities offer this service, while no parastatal and only 4 percent of private facilities offer this outreach service (Van Rijsbergen, 2011).

Good care during pregnancy is important for the health of the mother and the development of the unborn baby. Pregnancy is a crucial time to promote healthy behaviors and parenting skills. Good ANC links the woman and her family with the formal health system, increases the chance of using a skilled attendant at birth and contributes to good health through the life cycle (Mahiti, et al 2015). The government recognizes “provision of early and quality antenatal care” as an important factor in “aggressively reducing the unacceptably high maternal and child mortality rates in the country”. Indeed, high maternal mortality ratios are associated with a lower proportion of antenatal clients booking for early antenatal care (before 20 weeks). Reflecting this risk, Department of Health policies aim to promote early access to antenatal care (Amnesty International, 2014). 

Alongside the National Strategy for Maternal, Newborn, Child and Women’s Health 2012-16, South Africa has also issued a national strategic plan to implement its commitment under the African Union Campaign on Accelerated Reduction of Maternal and Child Mortality in Africa (Mahiti, et al 2015). In addition, the National Strategic Plan for HIV, TB and STIs 2012-16 contains important recommendations linked to maternal health. Amnesty International recognizes the recent successes South Africa has made in improving access to health care for all South Africans and tackling the HIV epidemic (Van Rijsbergen, 2011). 

Commendably, the government has succeeded in increasing access to antenatal care and now 98% of pregnant women and girl receive at least one consultation. However, while national guidelines recommend that antenatal care starts before 14 weeks of pregnancy, government data from 2012 highlights that less than half of pregnant women and girls sought antenatal care before 20 weeks of pregnancy (Amnesty International, 2014).

2.6 The Healthcare Factors that Influence Quality for Postnatal Care
Postnatal care is an important component of good maternal and baby health care is not very well utilized in Tanzania. Eighty-three percent of women who delivered a live baby outside the health facility did not receive a postnatal check-up, and only 13% were examined within two days of giving birth as recommended. Women in the highest income quintiles were more likely to receive a timely postnatal checkup compared to those in the lowest quintiles (URT, 2008).

Every year, four million infants die within their first month of life, representing nearly 40 percent of all deaths of children under age 5.2 almost all newborn deaths are in developing countries, with the highest number in South Asia and the highest rates in sub-Saharan Africa. Most newborn deaths occur at home, regardless of whether delivery was in the home or in a health care facility, and regardless of whether a skilled attendant was present at birth (Sines, et al 2007).

To reduce newborn and maternal mortality, essential postnatal care should be promoted and supported in policies and integrated into existing health programs. Obvious opportunities to provide PNC are Safe Motherhood and Child Survival programs; however, important programs such as those addressing the prevention of mother-to-child transmission of HIV and maternal and child nutrition provide unique opportunities to provide mothers and newborns with essential PNC through a variety of service delivery strategies (World Health Organization, 2010).

Postnatal care (PNC) includes services provided to women and newborns immediately after delivery and up to six weeks thereafter, with the aim of ensuring optimum health for both mothers and their infants. Lack of adequate PNC could result in poor maternal health outcomes for both the mother and the newborn. According to the 2008-2009 Kenya Health and Demographic Survey (KHDS), only 47% of women received PNC (Akunga, et al, 2014). Postnatal care (PNC) is an important aspect of maternal and newborn care. Access to high-quality care provided by skilled attendants significantly improves maternal health, because it allows for early detection of problems that could result in adverse pregnancy outcomes (Dhaher et al 2008).

Worldwide, more than 500,000 women die annually from complications related to pregnancy. About 60 percent of maternal deaths occur within the first 48 hours of delivery. Most of the deaths occur in developing countries, and most are due to postpartum hemorrhage (Fraser et al 2006). Nonetheless, per URT (2008) Tanzania is among those countries that have had success in reducing child mortality, but there has been no measurable progress in reducing postnatal deaths. The postnatal mortality rate was 40.4 per 1,000 live births in 1999 and 32 per 1,000 live births in 2004/05. Up to 50% of postnatal deaths occur in the first 24 hours of life, with over 75% of them arising in the first week of life. Newborn mortality is a sensitive indicator of the quality of care provided during the antenatal period, delivery and immediate postnatal period.

Moreover, according to modeled under URT (2008) estimates that, for Tanzania, 79% of newborn deaths are due to three main causes: infections including sepsis/pneumonia (29%), birth asphyxia (27%); and complications of preterm birth (23%). Sepsis was the most common cause of death noted in a study conducted in Mbulu and Hanang districts of rural northern Tanzania26. Many of these conditions are preventable and closely linked to the absence of skilled birth attendance at delivery. Eighty-six percent (86%) of neonatal deaths in Tanzania are also low birth weight, many of whom are preterm. On average in Tanzania, newborn deaths are 67% higher in the poorest families as compared to the wealthier families, and most deaths occur in rural areas.

2.7The Challenges on the Factors Influencing Quality of Health for Prenatal and Postnatal
Quijada and Comfort (2002) in their study identified the key financing issues and constraints for accessing reproductive health services in Tanzania. They found that the great majority of women who access antenatal care services do not pay for the services, nor do they pay for drugs and transportation related to these services. Financial barriers do not seem to be a major factor in Tanzania, when it comes to antenatal care utilization. 

Even though many delivery services are also free of charge, a larger number of women who access these services do pay something. Costs are particularly high for caesarean-section delivery-related supplies. While most women who deliver in a health facility receive delivery services, drugs and transportation free of charge, costs of drugs and emergency transportation prohibit access to delivery in a health facility in some cases (NBS, 2005). The percentage that does incur some delivery-related expense is appreciably higher than the percentage that incurs an antenatal expense. Almost no government facilities charge user fees for delivery, while the majority of private and faith-based facilities charge fees. Nationally, 18 percent of facilities charge delivery fees (NBS, 2007).

Pregnancy alters a woman’s immune response to malaria, particularly in the first malaria-exposed pregnancy, resulting in more episodes of severe infection and anemia, all of which contribute to a higher risk of death. Malaria is estimated to cause up to 15 % of maternal anemia, which is more frequent and severe in first pregnancies. Malaria is a significant cause of low birth weight which is the most important risk factor for newborn death and is also a risk factor for stillbirth (Amnesty International, 2014).

Data from URT (2008) revealed that the major barriers perceived by women in accessing delivery health services include lack of money (40%), long distance to health facility (38%), lack of transport (37%), and unfriendly services (14%). The high rate of home deliveries is also attributable to a malfunctioning referral system, inadequate capacity of health facilities in terms of available space, skilled attendants and commodities, and other socio-cultural aspects affecting the pregnant women. Additional factors include gender inequalities in decision-making and access to resources at household-level.

Accessibility to maternal health care services is still inadequate particularly in rural and underserved areas. Available reports show that only 51% of pregnant women are attended by skilled providers during delivery. Furthermore, emergency obstetric care (EMOC) service is available in 64.5% of health facilities. Poor utilization of Post-natal check-up of less than 30%increases the risk of maternal death since most of these deaths are happening during the first 24hours to seven days (Urassa, et al 2002). The shortage of EMOC services together with other factors such as inadequate infrastructure, poor communication and transport between health facilities and district hospital, inadequate number of skilled personnel and irregular supplies of essential drugs and equipment make the accessibility of this important intervention not possible to a greater number of women (World Health Organization, 2010).

More than 94% of women attend antenatal care (ANC) in health facilities at least once but only 47% deliver in these facilities. Even those delivering in health facilities not all receive skilled attendance at birth. Of the 53% of births that occur outside the health facilities 31% are attended by relatives, 19% by traditional births attendants (TBA) while 3%have no assistance at all (Van Rijsbergen, 2011). Low awareness of danger signs of obstetric complication may be one of the contributing factors for delay or not seeking care when a complication occur thus contributing to the high maternal mortality. Most women are not aware of danger signs of obstetric complications, proportional of women delivered with skilled care increases with increasing knowledge of pregnancy danger signs (Ajibola, 2004).

Moreover, inadequate quality of health services provided by the health care system in Tanzania has been cited as among the reasons for maternal deaths in a study carried out in Dar es Salaam city by Urassa et al. (2002). Surprisingly, the majority of the deaths occurred among women who had contacted modern health care system and spent reasonable time receiving treatment (Quijada and Comfort, 2002). On the other hand, delivery of maternal health services is highly challenged by inadequate numbers of skilled health workers and still those available are unevenly distributed. In some health facilities particularly at lower levels in underserved areas, medical attendants, who are marginally skilled, are the ones providing services. Human resource for health is critical such that in some regions such as Kagera, Shinyanga, Tabora and Kigoma have a shortage of more than twice the number of health worker per 10,000 populations (URT, 2008). 

Nonetheless, lower levels health facilities are mostly stricken by shortage of health workers. Dispensaries and health centers have shortages of 65.6% and 71.6%, respectively. The shortage of health workers has a major impact in maternal health particularly provision of skilled attendance during labour and emergency obstetric care (NBS, 2005). The shortage of health workers is contributed by poor skills mix; inadequate incentives and salary packages; poor motivation; inadequate performance assessment and rewarding systems; poor retention of staff especially in remote and underserved areas and inadequate supportive supervision (NBS, 2007).

Monitoring progress towards achievement in maternal mortality reduction requires reliable data and good coverage of vital registration. However, the health management information management system is inadequate, it is characterized by weaknesses in collection, untimely and unreliable data for decision making and planning (Quijada and Comfort, 2002). There are still un-integrated health interventions project which increases demand for more staff time, supervision and cost, since most of these interventions fulfils the donor’s preference as opposed to holistic approach to improve the health system, hence increase regional and rural -urban gap (Shija, et al 2011).

2.8 Strategies to Overcome the Challenges Facing Healthcare Services on Providing Quality Prenatal and Postnatal
The Tanzanian government stated in their ‘National Road Map Strategic Plan To Accelerate Reduction of Maternal, Newborn and Child Deaths’, that their aim is to increase the coverage of births attended by skilled attendants from 46 percent in 2008 to 80 percent in 2015 (URT, 2008). One of the critical challenges, identified in the same report, in reducing maternal morbidity and mortality, was inadequate consumer involvement and participation in planning, implementation, monitoring and evaluation of health services (Mahiti, et al 2015).

Efforts to combat malaria among pregnant mothers are being scaled up. Pregnant women are supposed to receive two doses of SP for intermittent preventive treatment (IPT) of malaria during routine antenatal care visits. However, per URT (2008), only 22% of pregnant women attending the ANC clinic receive the complete course of IPT, and only 16% use Insecticide Treated Nets (ITNs). Recent data from the National Malaria Control Program (NMCP) indicate that the proportion of pregnant women sleeping under ITNs has increased to 28%12(Quijada and Comfort, 2002). Policy and program actions to provide early, integrated postnatal care will inevitably strengthen the linkages between maternal health and child health programs. PNC visits by a health worker help mothers and newborns establish and maintain contact with a number of health services needed in the short and long term (Sines, et al 2007).

Postnatal care services must be made available to all mothers and newborns. Programs that target mothers and newborns should integrate PNC services into their existing delivery strategies. Safe Motherhood programs, for example, can take the opportunity to encourage pregnant women to practice healthy postnatal care behaviors such as immediate and exclusive breastfeeding, and keeping the baby warm and dry. Routine integrated postnatal care services should be incorporated into existing or planned large-scale programs, such as the Lady Health Worker program in Pakistan and the Health Extension Worker program in Ethiopia (Melaku, et al 2014).

It is now agreed that skilled attendance at delivery and timely access to quality EmOC when a complication occurs, are the best ways to avoid deaths and morbidities in women. The use of trained TBA to reduce maternal mortality has limited and often conflicting evidence (Urassa et al 2002). Some authors support to continue using trained TBAs in areas where home births are common, maternal and neonatal mortality remains high and the shift to skilled attendance at delivery is a distant reality (Shija, et al 2011).

Various efforts have been done to increase women’s awareness of danger signs of obstetric complication. Introduction of focused antenatal care (FANC), with emphasis on individual counseling on danger signs and other education messages including birth plan and emergency readiness (URT, 2008) is expected to increase community awareness. In Guatemala, increase in awareness of danger signs of obstetric complication was observed through community and clinic based education. Radio messages were used as well as community educational sessions conducted through women groups (Sines, et al 2007).

Moreover, Van Rijsbergen, (2011) argues that, there are opportunities to reduce maternal deaths in Tanzania. Good coverage of ANC attendance of about 96% and around 90% of the population of people in Tanzania has access to health facility within 5 km from their home. Maternal and child health including antenatal, delivery, family planning services, malarial and anemia control services including ITN are provided free of charge to pregnant women in all public facilities in Tanzania. Therefore, pregnant women from low income families can access even emergence services at high level facilities.

On the other hand, increasing public-private sectors collaboration among various implementers of maternal health services at National, Region and district level helps to increase health care services (WHO, 2003). Donors and development partners are injecting funds to the basket funding and district council budgets which allows flexibilities to address the felt need of the health facilities both at the national and district level. There is political will and Government leadership commitment in supporting efforts to improve maternal mortality reduction issues by ensuring there is good environment for implementation through provision of different guidelines and policies (Shija, et al 2011).

Nevertheless, on their study Shija, et al (2011) suggested that, the increasing number of health professional graduates and health institutions providing both pre-services and in-services are expected to solve the inadequate number of skilled delivery. Moreover, some of the training institutions have started offering short training courses in emergency obstetric care services for nurses/midwives and clinicians. Blood Transfusion Programme is expanding its services up to the district hospitals which increase availability of safe blood for emergency obstetric care.

2.9 Empirical Literature Review
The study of Mahiti et al (2015) argues that, maternal health care provision remains a major challenge in developing countries. There is agreement that the provision of quality clinical services is essential if high rates of maternal death are to be reduced. However, despite efforts to improve access to these services, a high number of women in Tanzania do not access them. The aim of this study is to explore women’s views about the maternal health services (pregnancy, delivery, and postpartum period) that they received at health facilities in order to identify gaps in service provision that may lead to low-quality maternal care and increased risks associated with maternal morbidity and mortality in rural Tanzania.
The study gathered qualitative data from 15 focus group discussions and interview with women attending a health facility after child birth and transcribed it verbatim. Qualitative content analysis was used for analysis (Mahiti, et al 2015). However, it was revealed that, Three categories emerged that reflected women’s perceptions of maternal health care services: ‘mothers perceive that maternal health services are beneficial,’’ ‘‘barriers to accessing maternal health services’’ such as availability and use of traditional birth attendants (TBAs) and the long distances between some villages, and ambivalence regarding the quality of maternal health services’’ reflecting that women had both positive and negative perceptions in relation to quality of health care services offered’.

It was concluded that, Mothers perceived that maternal health care services are beneficial during pregnancy and delivery, but their awareness of postpartum complications and the role of medical services during that stage were poor. The study revealed an ambivalence regarding the perceived quality of health care services offered, partly due to shortages of material resources. Barriers to accessing maternal health care services, such as the cost of transport and the use of TBAs, were also shown. These findings call for improvement on the services provided. Improvements should address accessibility of services, professionals’ attitudes and stronger promotion of the importance of postpartum check-ups, both among health care professionals and women (Mahiti, et al 2015).

Chimtembo, et al (2013) conducted their study to assess quality of postnatal care that midwives provide to women seeking postnatal services in health facilities in Dedza district, the central region of Malawi. The study design was descriptive cross sectional and utilized quantitative data collection and analysis method to determine structural, process and outcome components of post- natal care in two facilities that offer emergency obstetric and neonatal care and five that offer basic emergency obstetric and neonatal care. 

Nonetheless, it was revealed that, all 60 mid- wives who were providing postnatal care during the time of study in the district were interviewed using a structured questionnaire. In addition, the midwives actual practice was observed and compared to a standard checklist on postnatal care practice which was developed by the Malawi Ministry of Health. Data were analyzed using SPSS version 20. The study found that structure for providing postnatal counseling services was inappropriate and inadequate. Furthermore, the contents of postnatal services where be- low reproductive health standards because the clients were neither monitored nor examined physically on discharge. 

On average, all the seven facilities scored 48% on postnatal services rendered which is far below the recommended 80% according to the Reproductive Health Standards. There is a need to provide basic infrastructure in all the basic emergency obstetric and neonatal care facilities. In addition, refresher training courses for midwives in maternal and neo- natal health with emphasis on postnatal care are re- commended. There is also a need to restructure the maternal and neonatal health departments in the facilities so that the postnatal care units become stand- alone priority sites to improve the quality of the post- natal care services rendered (Chimtembo, et al 2013).
According to the study of Shija, et al (2011) High rate of maternal death is one of the major public health concerns in Tanzania. Most of maternal deaths are caused by factors attributed to pregnancy, childbirth and poor quality of health services. More than 80% of maternal deaths can be prevented if pregnant women access essential maternity care and assured of skilled attendance at childbirth as well as emergency obstetric care. The objective of this review was to analyze maternal mortality situation in Tanzania during the past 50 years and to identify efforts, challenges and opportunities of reducing it. This paper was written through desk review of key policy documents, technical reports, publications and available internet-based literature. 

The study found that, from 1961to 1990 maternal mortality ratio in Tanzania had been on a downward trend from 453 to 200 per 100,000live births. However, from 1990’s there been an increasing trend to 578 per 100,000 live births. Current statistics indicate that maternal mortality ratio has dropped slightly in 2010 to 454 per 100,000 live births. Despite a high coverage (96%) in pregnant women who attend at least one antenatal clinic, only half of the women (51%) have access to skilled delivery. Coverage of emergence obstetric services is 64.5% and utilization of modern family planning method is 27%. Only about 13% of home deliveries access post-natal check-up. Despite several efforts maternal mortality is still unacceptably high. 

It was revealed that, some of the efforts done to reduce maternal mortality in Tanzania included the following initiatives: reproductive and child survival; increased skilled delivery; maternal death audit; coordination and integration of different programs including maternal and child health services, family planning, malaria interventions, expanded program on immunization and adolescent health and nutrition programs. 

Moreover, these initiatives are however challenged by inadequate access to maternal health care services. In order to considerably reduce maternal deaths some of recommended strategies include: strengthening the health system to provide skilled attendance during child birth; upgrading rural health centers to provide emergency obstetric services; providing adolescent and male friendly family planning services; strengthening public–private partnership to ensure continuum of care; supporting operational research to answer the immediate concerns of the health system; and strengthening community participation and women empowerment to take role of their own health and the family at large. 

In conclusion, maternal mortality ratio in Tanzania is unacceptably high and still very far from reaching the millennium development goals. Maternal health care services should focus on ensuring there is continuum of care through strengthening the health system; provision of good quality of health care in a well-organized referral health system and operation research to support programme implementation.

2.10 Research Gap
There are different studies which have been conducted on Health for Prenatal and Postnatal, one of them being the study of Mahiti et al (2015) on Women’s perceptions of antenatal, delivery, and postpartum services in rural Tanzania but the study identified the gap especially in the studies that focus on the factors influencing quality of Health for Prenatal and Postnatal taking Tanzania as a case of study, for that reason, the study purpose is to fulfill the existing gap left by previous literature through assessing the factors influencing quality of Health for Prenatal and Postnatal within the country.

2.11 Conceptual Framework











Figure 2. 1: Conceptual Framework




The chapter presents methodology of the study which involved how data will be organized. Research methodology is a systematic way to solve a problem (Saunders et al. 2007). The chapter will provide information on the area of the study, research design, study population and the sample and sampling techniques. It will also provide information on the techniques used in data collection, data analysis plan and limitations of the study.

3.2 Area of Study
The study was conducted at Mwananyamala hospital and Sinza Palestina hospital in Kinondoni Municipality-Tanzania. Mwananyamala and Sinza Palesitina are among of the leading public hospitals operating in Dar-Es-Salaam Tanzania. Operationally, the hospital is among many responsible for providing health care services to the people of Dar-Es-Salaam Tanzania. This area was selected because these are experienced hospitals in Dar-Es-Salaam Tanzania, in fact these are among the hospital providing health care services to majority of the people.

3.3 Research Design	
The study used a case study research design. Case study is an intensive description and analysis of a single situation (Adam and Kamuzora, 2007). A case study design was used because participants came from a single case. The main advantage of using a case study is its ability to draw information from many different sources such as interviews, observations and documentary review including historical findings/data (Kothari, 2004).

3.4 Population
Population is the totality number of people under investigation while a sample is a part of the population. The total population of the study was 90106 people from Mwananyamala ward hospital and Sinza ward(Tanzania Population Census and Housing 2012).

3.5 Sample Size
A sample is a small group or subject of the population which a study selects from the purpose of the study and from which generalization is made about the characteristics of the population (Saunders and Thornhill, 2009). The sample size of this study included 30 employees and 55 clients from Mwananyamala and Sinza Palestina -Tanzania. The sample distribution is shown in Table 3.1

Table 3. 1: Sample Distribution







Table 3.1 presents the sample distribution the study, the included 20% of nurses, on the other hand, 15.29% of doctors as respondents will also be included while the majority number of respondents will include 64.7% comprises of hospital’s clients.
3.6 Sampling Techniques
This is the process of choosing the elements of the sample to make it representative of the population (Barreiro and Albandoz, 2001). The study randomly selected 85 respondents among employees and clients from Mwananyamala and Sinza Palestina-Tanzania. Furthermore, 10 key informants will be purposively picked for interview. The study used purposive sampling, the technique is used because the study assumes that, some of the respondents may not be available at the time of data collection and other may be assigned out of the office duties.

3.7 Data Collection Methods
This study used a combination of methods to collect data including a standardized questionnaire with both open and lose ended questions supplemented by in depth interviews with key informants. The use of multiple instruments ensured validity and reliability of data collected. Two sets of data were collected as follows.

3.7.1 Primary Data
In collecting the primary data, the study used questionnaire and an in-depth interview.

3.7.1.1 Questionnaire
Quantitative data were obtained through administered questionnaires that were distributed to 85 respondents to tap the data such as age, sex of the respondents. The questions were close ended and open-ended questions which focused on the current condition of prenatal and postnatal health care services in Mwananyamala and Sinza wards. The questionnaire has the advantage of measuring reactions of many people to a limited set of questions hence forth enhance comparisons and statistical aggregation of the data (Patton, 1987).

3.7.1.2 In-depth Interview
The study conducted in-depth interviews that involve some selected respondents. The researcher prepared the interview guide questions in connection to research questions. Interview helps to get reliable and valid information relevant to the research. Researcher made appointments with respondents; each respondent was interviewed separately. 

3.7.2 Secondary Data
Secondary data was obtained from documentation available in libraries; study will review other authors in the same issues within the study. Secondary data was collected through documentary review. Documents are important in research because they bridge the information to be obtained from data collected through the use of other research methods such as observations and interviews. 

3.8 Data Processing and Analysis
The collected data was coded; numbers was assigned to each answer in the questionnaire with a corresponding number on the coding sheet. The processing of data was aided using SPSS version 20 and (Microsoft Excel), this is computer applicable software preferred because of its consistency and virtues of providing compatibility mode in problems analysis. The information that was coded from the questionnaire were transformed SPSS and to the Ms-excel helping in drawing diagram that help in analysis and discussions of findings. Frequency tables, and graphs worked out basing on the data entered into excel. The tables and graphs were used for presentation of findings. 

The study collected qualitative data to provide explanation and clarifications of information appropriate by using quotation where necessary. Qualitative data was qualitative data were analyzed by using content analysis sorting and organizing the information based on the themes emanating from the data.

3.9	Trustworthiness of the Data
3.9.1	Validity
For the sake of ensuring validity of research tools such as observation, questionnaires, documentary review and interview all was cross-checked and reviewed by researcher’s supervisor to check their authenticity. The tools were piloted to both two hospitals to check on whether they are collecting the intended information. After piloting, where deemed necessary the tools were subjected to modification so that it becomes friendly to informants.

3.9.2	Reliability
















4.0 RESULTS AND DISCUSSION
4.1 Introduction
The aim of the study was to assess the factors influencing quality of health for prenatal and postnatal in Tanzania specifically in Kinondoni Municipality Dar-Es-Salaam. This chapter provides detailed analysis of the respondent’s profile whereby their categories and sex, age, education level, marital status is examined. Then the chapter provides findings guided by the four research objectives, namely to    identify the determinants of qualities for prenatal Healthcare Services; to examine the determinants of quality for Postnatal healthcare; to identify the challenges on the factors influencing quality of Health for Prenatal and Post-natal and; to establish the strategies to overcome the challenges facing Healthcare Services on providing quality prenatal and postnatal.

4.2 Social Demographic Characteristics of the Respondents
4.2.1 Categories and Sex of the Respondents
In this research, 85 respondents were chosen randomly from the two wards, namely Sinza,Palestina and Mwananyamala and one hospital from each ward in Dar es Salaam specifically in Kinondoni municipality. Among the respondents studied, 34% (34) respondents were males and 51% (51) respondents were females. Results from the research indicate that females were more than males however the variation of the respondents between male and females is very minimal. It is realistic to acknowledge generally, that both men and women play an integral part in all activities that are related to the health care of the children and mothers before and after giving the birth.

In many Africa societies, the matters of prenatal and postnatal cares are handled more by women compared to men that is why the number of female respondents in this research is large than men. However, this is not common to all societies and in many cases the degree or extent of participation of each differs considerably.





Source: Field Data (2016)


4.2.2 Age of Respondents
In this research three categories of ages were classified. The first category was from 18-24 years which constituted 10.6% (9) respondents. The second category was aged 25-34 and constituted 34.1% (29) respondents, the third category aged 45-54 which constituted 45.9% (39). The last category had a total of 9.4% respondents (table3.2).








Source: Field Data (2016).


Findings from Table 4.1 indicate that the largest numbers of the respondents were aged between 45 to 54 years followed by the respondents aged 25 to 34 and 50+ respectively. These age categories constituted workforce which was more capable and strong to carry out their activities that concern about health care especially to pregnancy mothers before and after birth.

4.2.3 Respondent’s Education Level
Education has great contribution on the improvement of peoples’ livelihood, the measures to be taken to solve the social and economic challenges and administration which are raised in our societies requires education, whether formal or informal education (Augustine 2011). The number of years spent on education is often associated with an individuals’ acquisition of knowledge and skills whereas insufficient education is often highly correlated with to individual’s ignorance and lack of skills. Educations is the most important tool for liberating people from poverty and enhancing adaptive capacity of the community and affect the person’s attitudes and the way of looking and understanding any social phenomena (Ramatta, 2014).  In a way, the response of an individual is likely to be determined by his educational status (Augustine, 2011).

Therefore, education of an individual is normally determined by his or her economic power and may influence both the adoption business techniques and knowledge of alternative sustainable livelihood.  Table 3 shows that 12.9% (11) respondents were illiterate that is never attended formal education, while 9.4% (8) respondents had primary level of education. Besides, 28.2%(24) respondents had secondary level of education, 25.9% (22) respondents had university level of education compared to 23.5% who had other college level education such as certificate level and diploma level which is offered under the supervision of NACTE. This implies that a large percent of the respondents (76.5%) were capable to read and write since they had primary, secondary, college and university education level (table 3.3).

Findings reveal that the literate ones can follow the health care services during the pregnancy and after pregnancy. Nevertheless, given the low level of education, it was more likely that people who are not educated did not put into accounts the prenatal and postnatal care services.









Source: Field Data (2015)

4.2.4 Respondents Marital Status
Findings from the research indicate that 4.7% (4) people of the respondent were single while 61.2% (52) respondents were married. Likewise, 34.1% (29) respondents were widow/divorced (table 4.4). It was noted that engaging in married was taken as an advantage to increase social status in the community but also to some extent increases the work activities related to family.

Among the responsibilities that depended on the size of family include joining efforts together in searching for family food and other basic needs. In this regard, being married and having children was essential for the improvement activities compared to unmarried and divorced families. It is essentially varying from one family to another. However, most of the respondents acknowledged the importance of extended family as it helped to help other members of family who need help; other respondents commented on having few members as help to reduce the cost of living such as school fee, food cost and accommodation costs development.

Table 4.3: Marital Status of the Respondents








Source: Field Data (2016)

4.2.5 Accommodation of Women in Antenatal Wards
The first objective was to identify the determinants of qualities for prenatal Healthcare Services. The area for the study to identify the determinants of qualities for prenatal health services was done in Kinondoni municipality in mwananyamala ward and Sinza ward taking one hospital from each ward.  The qualities of the health services to the mothers and their children cannot be separated with the environment where pregnant mothers stay while waiting to deliver their newborns. Shija et al 2011 argued that Most of maternal deaths are caused by factors attributed to pregnancy, childbirth and poor quality of health services.

Early and regular checkups by trained medical providers are very important in assessing the physical status of women during pregnancy. This assessment allows intervention to occur in a timely manner if any problems are detected. The 2010 TDHS obtained information from women on both coverage of antenatal care (ANC) and coverage of key elements of the care received for the last birth during the five-year period before the survey.

To identify the determinants of qualities for prenatal health services the respondents were asked to tell if the antenatal wards accommodate all women who go to the hospital in the selected areas. Through the interview the respondents were also asked to explain if they have been to the hospitals to attend for antenatal services. From the findings,it was leveled that most women in town and cities attend the hospitals for the antenatal services; however it was also revealed that wards do not accommodate all women who go to the hospitals seeking for antenatal services. 95.29%(81) respondents who were asked if they have attended hospitals for the antenatal services said Yes while only 4.70%(4) said No. 

Table 4.4: Antenatal Wards Accommodation




Source: Field data 2016


Tanzania Demographic Health Survey 2010 revealed that Ninety-six percent of women who gave birth in the five years preceding the survey received ANC from a skilled provider at least once. Antenatal care can be most effective in avoiding adverse pregnancy outcomes when it is sought early in the pregnancy and continues through to delivery. Under normal circumstances, WHO recommends that a pregnant woman without complications have at least four ANC visits to provide sufficient care. It is possible during these visits to detect reproductive health risk factors. In the event of any complication, more frequent visits are advisable and admission to a hospital may become necessary.

4.2.6 Number of Staffs in Providing Prenatal and Postnatal Health Care services
Based on the findings, it is clear that most interviewed respondents revealed that there is a very shortage of staffs to provide prenatal and postnatal health services to mothers and children.  To investigate on whether their adequate number of personnel in   their hospitals, the question posed was ‘Is there adequate number of personnel to provide prenatal and postnatal health service in your hospitals? The 74.11% equals to 63 respondents who responded this question said that “No’’, while 25.88% equals to 22   respondents said “Yes” (table 4.6).

Table 4.5: Number of Personnel






Skilled care before and after birth, and particularly during labor, can make the difference between life and death for women and their babies and can ensure quality of care to women. Yet only half of the women in developing countries receive assistance from a skilled attendant during delivery. The WHO sets out the evidence and responsibilities for increasing access to skilled professionals at delivery as well as identifying steps to maximize the effectiveness of current staff in countries where trained professionals are inadequate. The findings of this study reveal that there are inadequate health personnel and even those that are available are not adequately skilled. Apparently, there is a critical lack of training opportunities in the country. One must train as a nurse first before specializing in midwifery. Only a few can afford expensive overseas training. But even so, for those who acquire a degree overseas, they would rather work abroad for better pay (where there are greener pastures), rather than investing so much in their education only to come back home to earn peanuts. From the study findings, it was revealed that there is a great need for refresher trainings because even those who are educated they need a reminder as things change every day and ne cures are discovered every day, need of updating them salves every now and them.

4.2.7 Time to Start Attending the Clinic for ANC services 
ANC is generally provided by nurses and midwives (80%), with the rest receiving care from doctors, clinical officers, or maternal-child health aides. Per data from the recent national Demographic and Health Surveys (DHS), almost no women received ANC from a traditional birth attendant (TBA). In 2002, Tanzania’s Ministry of Health and Social Welfare implemented an ANC program adapted from the World Health Organization’s focused antenatal care (FANC) model.

However, in Tanzania, less than half of women receive the recommended minimum number of visits. Furthermore, only 15.1% of women attend their first antenatal visit before the fourth month of pregnancy. Most women receive blood pressure measurement, blood tests, and anti-malarial treatment during ANC. About half took iron supplements, had their urine tested, and were informed of the signs of pregnancy complications.

The findings from this study also revealed that majority of women start to attend the clinic for ANC services after, 88%(75) respondents said that they started attending clinic at 4 to 6 months of pregnancy, 9.68%(07) respondents said to have been started at 6 to 9 months while 3.52%(3) respondent said that they started from 1 day to 2 months.
Table 4.6: Time of starting Attending the clinic for ANC Services
At what time you started attending ANC	Frequency	Percent
1 Day to 2 Months	3	3.52
3 – 5 Months	75	88




The findings is supported by the study done Tanzania and Demographic Healthy Survey 2011 which revealed that the majority of Tanzanian women did not make the recommended number of ANC visits, and only 15 percent made their first ANC visit before the fourth month of pregnancy. Nearly one-third of women did not seek ANC until their sixth month of pregnancy. 

4.2.8 Place to give Birth
Of all respondents, 91.8%(78) reported that they had discussed the place of birth with a health worker and discussed the benefit of birth in the health institution and what to do when there was an emergency pregnancy complication, and were advised on how to take care for the newborn, while 6.9%(7) they discussed about it but they didn’t decide exactly where will give their birth. Also, the findings from the study revealed that   More than one third (28.3) had discussed how to reach the health institution in case of emergency. Among the groups of danger signs suggested in the WHO needs assessment instruments only two (a group of hypertension/ headache/swelling/fits, and that for hemorrhage/heavy bleeding) were mentioned by at least a quarter of the respondents. 
Table 4.7: Place of Giving Birth





Source: Field Data (2016).

About 24.70% (21) of respondents reported to have delivered in a health facility in their most recent delivery in a hospital, 67.05% (57) respondents delivered in dispensaries or in health centers and of these 8.23% (7) respondents were home deliveries (table4.8). The place of delivery influences the type of assistance a woman gets during delivery for instance, three out of four urban women receive assistance during delivery from a doctor, a nurse or a mid wife compared to only one out of four in rural women (TRCHS 2002).

4.2.9 Use of Skilled Care at Delivery
Factors in the quality of care influencing an individual’s decision to seek health care include the perceived quality of the service including attitude of the personnel, the knowledge and abilities of the staff, availability of supplies and the level of satisfaction with the diagnosis and effectiveness of the treatment provided. The study also aimed at investigating on who offers the care to the pregnant mothers during their delivery. In order to investigate about this the respondents were asked to mention who attended them during their delivery time. The findings revealed that only 22.4 %( 19) of respondents reported to have been attended by doctors, 41.2 %( 35) respondents were attended by nurses 20 %( 17) were attended by Maternal and Child Health Aids (MCHA), 10.6 % (9) were assisted by traditional Birth attendants while 5.9 % (5) were assisted by untrained relatives or friends (Table 4.9).

Table 4.8: Assistant During Birth







Source: Field data (2016)

From these findings imply that most of the respondents confirmed that they are assisted by the skilled personnel during delivery time whoever there are other factors such as lack of appropriate medicines and other facilities which hinder the proper provisional of prenatal services especially in public hospitals.

4.2.10 Availability of Prenatal Care Services
Availability refers to the distance the patient lives from a health care facility, transportation and total travel time, wait time and available services, (Hjortsberg & Mwikisa, 2002,Perry&Gesler, 2000).Transportation difficulties, such as poor road conditions,(poor infrastructure)lack of readily available transport and/or inadequate means of transportation were mentioned.
The respondents often expressed a traffic jam as a serious problem during an emergency. This has forced some people to opt for alternative means of transport such as using a (motorcycle or tricycle) which is very risky to the patients. The respondents were asked to tell the distance from their home to the places where prenatal and postnatal health care services are offered.  88.2% (75) respondents revealed that they lived less 5km to health care centers while 11.8%(10) were living 5km and above from their home to health care centers. This shows that majority of people in town live near to health care centers compared to people in rural areas (table4.10).
Table: 4.9: The Distance to the near health facility




Source: Field data (2016)

Long distance, visiting different health facilities, poor roads and vehicle conditions contributed to prolonged travelling time. Data from TDHS (2004/05) revealed that the major barriers perceived by women in accessing delivery health services include long distance to health facility and lack of transport.

4.2.11 Affordability of Prenatal Services
The cost of health care services, prescription drugs and transportation determine the affordability of health care. Hjorstborg and Mwikisa, 2002 found cost to be a critical determinant of health care access in Zambia. As women in many developing countries are expected to conform to social and gender roles and remain at home to perform household work, they cannot develop economic independence. As a result, they may be unable to afford services, especially since essential goods such as food and education must be purchased before health care, thus making their access to health care services limited. The researcher was very interested to investigate if the respondents were able to afford the costs for antenatal care services. The question to investigate on costs asked as “Do you think the cost for antenatal care services is affordable to all women? 43.5 %( 37) respondent who replied said that costs are unaffordable to all women, 28.2 %(24) respondent said the costs are affordable while 28.2(24) respondents said that somehow the costs were affordable (Table 4.12).

Table: 4.10: Affordability of the Prenatal Services Costs





Source: Field Data (2016).

From this information, therefore, it can be observed that the relationship between the quality of maternal health care provided in public hospitals under the strategy of free treatment service to pregnant women and children which greatly jeopardize the health of poor women who most depend on it. 

4.3 The Determinants of Quality for Postnatal Healthcare
The second objective was to examine the determinants of quality of post health care. The post-natal care is the period after the baby has been born. Postnatal care involves the provision of both enabling and supportive environment for the mother, the new-born baby and the entire family. The postnatal care involves the essential care which the mother and the baby should receive during the first 6 to 8 weeks after delivery. The nature, type and quality of postnatal care given to both the mother and the child in the first days and weeks after birth can have a huge in impact on the mother’s prediction and experience about parenthood (Obasi, Z.E 2013).

4.3.1 Postnatal Attendance
According to the WHO, the postpartum period represents “a critical transitional time for the woman, her newborn and her family, on a physiological, emotional and social level.” (WHO, 1998). Despite the knowledge of the importance of the postpartum period, there has been far less attention given to it in comparison to the attention given to the periods of pregnancy and child birth. Such attitudes, however, ignore the fact that majority of maternal mortality and morbidity occur during the postpartum; and that early neonatal mortality remains very high. Another word for postpartum period is puerperium. Postpartum is also sometimes used interchangeably with postnatal.

To be able to understand if the parents or mothers considers the postnatal period as the very important period for the health of the mother and the newborn, the respondents were asked if they attend or attended postnatal clinic. 89.41%(76) respondents said “Yes” they attended postnatal clinic while 10.58%(9) respondents said “No” they haven’t attended for postnatal clinic however most of them gave birth in health care facilities but after being discharged they didn’t go back for postnatal care services (Table 4.13).
Table 4.11: Clinic Attendance




Source: Field data (2016)

The findings of this study revealed that most women attend the postnatal care however majority of them attended it after one month of giving birth. This study is similar to Tanzania Journal of Health Research 2011 report also indicated overall poor attendance to postnatal check-up in the country of less than 30% since majority (71%) do attend after four weeks due to economic barriers to access health care services and cultural taboos around leaving the home during period of seclusion. Thus, it will be safe to assume that while care of the mother and her newborn during the first 40 days is being predominantly undertaken by the assistance of the health care center and the social network around the woman, the periods after this bring a transition of tasks on the woman, so that she becomes the sole initiator of subsequent types of care for herself and the infant, following the appropriate recommendations.

4.3.2 Relevance and Importance of Postnatal Care
As already stated care during postnatal (postpartum) period provides opportunities for the midwife to check how the mother and baby are doing, provides support for breast feeding, and enables the health workers to detect and manage any problems early. Tanzania Journal of Health Research (2011) reported that most maternal death occurs in the first 24 hours to 7 days after delivery which is the period where hemorrhage and sepsis can happen. Postnatal care is a key for continuum of care from home to health facility for both maternal and baby health since women can access family planning counseling, management of anemia, referral for bleeding and infection complication and baby check-up as well. 

To determine the relevance and importance of post care services the respondents were asked to tell if they get the relevant and important postnatal care. The 64.7% (55) respondents said that the postnatal care provided to them were not relevance and important according to the situation, 17.6% (15) agreed to get the relevant and important postnatal care while 17% (15) were not able to tell if the services they got were relevance and important (table 4.14).

Table 4.12: Relevance and Importance of Postnatal Care





Source: Field data (2016).

These studies showed that majority of women don’t get relevance and important postnatal care. This is like what was asserted by Tanzania Journal of Health Research (2011) that two thirds of women with intact perineum and almost half of those delivered by caesarean section underwent vaginal examination. This implies that nurses just perform procedures, as routine without any relevance to the immediate obstetric needs of the woman at that point in time. This demonstrates limited knowledge among nurses and lack of sensitivity to the needs of their clients. Some of the constrains which were mentioned by the respondent including limited number of ambulances; unreliable logistics and communication system; and low community based facilitated referral system. Weakness in the health system has direct impact on the delivery of maternal and newborn services i.e. shortage of skilled providers in most of health units, lack or inadequate supplies equipment’s, poor infrastructures, inadequate and poor referral system.

4.3.3 Quality of Postnatal Care
Measuring patient satisfaction offers insight into possible inadequacies in the system. The importance of understanding patient perception of quality of care is importance since a higher perceived quality is positively correlated with an individual level of utilization. Factors in the quality of care influencing an individual’s decision to seek health care include the perceived quality of the service including attitude of the personnel, the knowledge and abilities of the staff, availability of supplies and the level of satisfaction with the diagnosis and effectiveness of the treatment provided. 

Figure: 4.1: Quality of Postnatal care
Source: Field Data (2016).
To examine the quality of postnatal care the respondents were asked to rank the quality of postnatal health care services provided by their hospitals.12.9%(11) respondents ranked the quality of postnatal at high position, 28.2%(24) respondents ranked it at medium position while 58.8(50) respondents said the services were poor and ranked them at low quality position(figure4.15). 

Inadequate quality of health services provided by the health care system in Tanzania has been cited as among the reasons for maternal deaths in a study carried out in Dar es Salaam city Urassa et al. (1995).  Per Obasi, E.Z (2013) many deaths occurred among women who had not contacted modern health care system and spent reasonable time receiving treatment. Consistently poor performance in primary health facilities including lack of personnel, lack of appropriate medicines, and indifferent or contemptuous treatment by facility staff not only undermines the quality of care an expectant mother receives, but over time erodes confidence in the health care system overall and deters women from seeking care (Erim, 2012) in a study in Nigeria observed that women who experienced adverse pregnancy outcomes in a facility may be less likely to seek facility-based obstetrical care in the future.

4.3.4 Monitoring of Postnatal Care
Monitoring progress towards achievement in maternal mortality reduction requires reliable data and good coverage of vital registration. However, the health information management system is inadequate, it is characterized by weaknesses in collection, untimely and unreliable data for decision making and planning (Franco et al., 2002; Mghamba etal., 2004). There are still un-integrated health interventions project which increases demand for more staff time, supervision and cost, since most of these interventions fulfils the donors’ preference as opposed to holistic approach to improve the health system, hence increase regional and rural -urban gap.

The respondents were asked to tell if the monitoring for all postnatal were done well to all women. The 63.52% (54) respondents said that monitoring of the postnatal care services were not done to the required standards, 25.88% (22) respondent said they didn’t know if monitoring was done while 10.58 (9) respondents said that monitoring was done properly and at the high standard (table 4.16).

Table 4.13: Monitoring for Postnatal Women





Source: Field Data (2016).

Monitoring of maternal, newborn and childhood health in Tanzania has been implemented through HMIS, annual RCH reports, TDHS, Tanzania Service Provision Assessment (TSPA), maternal and postnatal death review reports, Infectious Disease Week Ending Report (IDWE) and other health facility and household surveys. Some of the limitations in reporting maternal, newborn and child deaths are the problem of incorrect and incomplete recording, proper case definition, data management, and source of information (i.e. facility versus community based data) and methods of estimation.
4.4 The Challenges on the Factors Influencing Quality of Health for Prenatal and Postnatal
Despite various efforts done in the country by the government and development partners, maternal mortality ratio in Tanzania has remained very high in the past 10 years and is beyond halfway to reach the MDG target of 133(Tanzania Journal of Health Research 2011). Many of challenges still prevail as follows. Accessibility to maternal health care services is still inadequate particularly in rural and underserved areas. Available reports show that only 51% of pregnant women are attended by skilled providers during delivery (TZJHR 2011). Furthermore, Emergency Obstetric Care (EMOC) service is available in 64.5% of health facilities. Poor utilization of Post-natal check-up of less than 30% increases the risk of maternal death since most of these deaths are happening during the first 24 hours to seven days.

To be able to identify the challenges the respondents were asked to identify the challenges which encounter in assessing prenatal and postnatal health care.  15.3% (11) respondents mentioned the costs of assessing the health services as the challenge, 43.5% (37) mentioned the shortage of health personnel or inadequate ratio of clients against the staffs, 18.8%(16) respondents mentioned shortage of supplies and equipment’s, illiterate and poor birth preparations made by some of the parents was also identified by 9.4% (8) as the challenge also 5.9% (5) mentioned the practice of bad traditions and culture as the challenge which face the provisional pre and postnatal care while 7.1% (6) identified long distance as the challenge that affect the accessing the health care services.

Figure 4.2: The Challenges on the Factors Influencing Quality of Health for Prenatal and Postnatal
Source: Field Data (2016)

The study revealed that the public health facilities are still facing many challenges in providing proper maternal health care, particularly to the poor. Insufficient and unqualified staff, clinical mismanagement of patients, unavailability of blood for transfusion, and short of essential drugs, missing supplies and equipment’s limits women’s access to proper maternal health care in the urban area.

This study is similar to data from TDHS (2004/05) which revealed that the major barriers perceived by women in accessing delivery health services include lack of money (40%), long distance to health facility (38%), lack of transport (37%), and unfriendly services (14%). The high rate of home deliveries is also attributable to a malfunctioning referral system, inadequate capacity of health facilities in terms of available space, skilled attendants and commodities, and other socio-cultural aspects affecting the pregnant women.
The shortage of health workers is contributed by poor skills mix; inadequate incentives and salary packages; poor motivation; inadequate performance assessment and rewarding systems; poor retention of staff especially in remote and underserved areas and inadequate supportive supervision (Munga, 2009).

4.5. The Strategies to Overcome the Challenges Facing Healthcare Services on Providing Quality Prenatal and Postnatal
The fourth objective was to examine the strategies to be used to overcome the challenges facing Healthcare services providing quality prenatal and postnatal. For the purpose of understanding whether government and other stake holders of health care especially the prenatal and postnatal care are doing something to improve the services to the mothers and their new born before and after giving birth, the respondents were asked to tell if there were any noticeable strategies which are put into practice to overcome the mentioned challenges in the previous objective. 

Figure 4.3: If There is Strategy to Overcome the Challenges
Source: Field Data (2016)
75.3% (64) respondents agreed that there are some efforts done by government and other stakeholders which aim to overcome the challenges that face the prenatal and postnatal care health services. 10.6% (9) respondents said that they didn’t know whether there was any effort that was made to improve the prenatal and postnatal health services, while 14.1% (12) respondents said that there was no any effort made to overcome the challenges which face prenatal and postnatal healthcare services in country (Figure 4.2).

The findings from this study revealed that government and other stakeholders who participate in making sure that mothers and children get the required services are put the noticeable efforts to improve the prenatal and postnatal healthcare services regardless on the numerous challenges which face the sector. This was also revealed in the Tanzania Journal of Health Research (2011) which reported that there are opportunities to reduce maternal deaths in Tanzania. Good coverage of ANC attendance of about 96% and around 90% of the population of people in Tanzania has access to health facilities within 5 km from their home. Maternal and child health including antenatal, delivery, family planning services, malarial and anaemia control services including ITN are provided free of charge to pregnant women in all public facilities in Tanzania. Therefore, pregnant women from low income families can access even emergence services at high level facilities.

4.5.1 Capacity Development
The findings from the area indicated that capacity building was more pronounced as the strategy that was used to improve the prenatal and postnatal healthcare service. Strategy aimed to increase the number of skilled health work force required, as well as the knowledge and skills of existing service providers and supervisors so that quality care is provided (table 4.18).

4.5.2 Referral System
This study revealed that referral systems to some has been improved to ensure equitable access to quality MNCH services through making appropriate means of transportation available and improve linkages between community and referral facilities Communications equipment (e.g., radio calls and mobile phones) has been installed in hospitals, health centers and selected dispensaries. Community emergency committees has been established and oriented to emergency preparedness and response.21.17 (18) respondents said that there was an improvement on referral to pregnancy mother but also there more health centers were built in their area compared to the previous time (table4.14).

4.5.3 Information Education and Communication
Use of information, education and communication approaches was also identified as the strategy to be intensified towards adoption of positive behaviors for quality MNCH including nutrition and adolescent sexual reproductive health. 12.9 %( 11) the respondents said that the use of information, education and communication was a very essential way to spread the information easily (table4.18). This was also put into the 2008-2015 strategic plans for Health which predicted that IEC activities will target community-based initiatives particularly in addressing birth preparedness, with an emphasis on birth planning for individual couples, transport in case of emergency, and promotion of key MNCH practices at the household and community levels.
4.5.4 Fostering Partnership and Accountability
The findings from the area reveled that there were efforts that has been made to establish between government and other partnerships to improve coordination and collaboration between communities, partners and among programs as well as galvanizing resources for long term sustainable actions for MNCH. 12 responds equal to 14.11% said currently in their areas there is the increase of Prenatal and postnatal services compared to the previous time due to the reason of the collaboration between the government and other stakeholder who have decided to invest in health sector (Table 4.18).

Table 4.14: Strategies Used to Overcome the Challenges face Prenatal and Postnatal
What are the strategies used to overcome the challenges face Prenatal and Postnatal care?		
Capacity development	31	36.47
Referral system	18	21.17
Information, education and communication	11	12.9





Discussion of the Findings: The present study assesses the factors influencing quality of Health for Prenatal and Postnatal care in the Tanzania, using Mwananyamala as a case study. The findings show that most of the respondents revealed that there is a very shortage of staffs to provide prenatal and postnatal health services to mothers and children. The 74.11% equals to 63 respondents said that there is inadequate number of staffs to attend mothers who need postnatal and prenatal health services.

Consistently poor performance in primary health facilities including lack of personnel, lack of appropriate medicines, and indifferent or contemptuous treatment by facility staff not only undermines the quality of care an expectant mother receives, but over time erodes confidence in the health care system overall and deters women from seeking care (Erim et al 2012) in a study in Nigeria observed that women who experienced adverse pregnancy outcomes in a facility may be less likely to seek facility-based obstetrical care in the future This problem was also noted by (Hailu et al 2009) who recommended that actions are to be taken to improve training of medical staff; develop and maintain standards of care for emergency obstetric care; and improve health information systems.

The researcher was very interested to investigate if the respondents were able to afford the costs for antenatal care services. The question to investigate on costs asked as “Do you think the cost for antenatal care services is affordable to all women? 43.5 %( 37) respondent who replied said that costs are unaffordable to all women, 28.2 %( 24) respondent said the costs are affordable while 28.2(24) respondents said that somehow the costs were affordable (table 4.12). This relates with the study done by Hjorstborg and Mwikisa, 2002 In Zambia, several studies found that low income people have higher incidences of illnesses but use services less often showed that an increase in the cost of health care especially affects the poorer patients who need to make return visit to a health care facility and those who deem their illness not serious enough to seek care. As women in many developing countries are expected to conform to social and gender roles and remain at home to perform household work, they cannot develop economic independence.

In this study 58.8% (50) respondents said the services were poor and ranked them at low quality position (figure4.15). Inadequate quality of health services provided by the health care system in Tanzania has been cited as among the reasons for maternal deaths in a study carried out in Dar es Salaam city Urassa et al. (1995).  This situation was also noted by Galandanci et al (2007) who asserted that in northern Nigeria, the quality of care was far from ideal. In their study, they observed that significant number of women did not receive tetanus toxoid and about 80% of deliveries were supervised by personnel that have no verifiable training in hygienic birth techniques. The quality of health care service provided and experienced in normal delivery may have influence on timing of presentation at primary health care facility. The available health services are characterized by inefficiency, wasteful use of resources and low quality of services (Ademiluyi and Arowole, 2009).

In Sub-Saharan Africa, most of the communities are faced by some environmental challenges which are, characterized by poor road networks, limited transportation means and underserved population in terms of health facilities. The poor staffing of the health facilities, particularly the primary health care facilities, makes it difficult to guarantee twenty four hour availability of services, had also been reported as a factor that discourages women, even when they had received antenatal care services, to seek medical services when labor commences (Babalola and Fatusi,2009).



















5.0 CONCLUSION AND RECOMMENDATION
5.1 Introduction
This chapter presents the summary of the study findings basing on the objectives of the study. Conclusions are drawn basing on the findings and discussions obtained from the study area. The chapter sum ups the recommendations on what should be done to improve the prenatal and postnatal healthcare services to mothers and their children.

5.2 Summary
The aim of the study was to assess the factors influencing quality of Health for Prenatal and Postnatal in Kinondoni municipality paying attention into two wards thus Mwananyama and Sinza using one hospital from each ward as a case study. The first specific objective was to identify the determinants of qualities for prenatal Healthcare Services. In this objective, it was discovered that there is a very shortage of staffs to provide prenatal and postnatal health services to mothers and children.  To investigate on whether there is adequate number of personnel in their hospitals, the question posed was ‘Is there adequate number of personnel to provide prenatal and postnatal health service in your hospitals?  The 74.11% equals to 63 respondents who responded this question said that “Yes’’, while 25.88% equals to 22   respondents said “No” (table 4.6) From the findings it was also leveled that most women the antenatal wards accommodate all women who go to the hospitals seeking for antenatal services. 95.29%(81) respondents who were asked if they have attended hospitals for the antenatal services said Yes while only 4.70%(4) said No.
The second objective was to examine the determinants of quality of post-natal health care. The post-natal care is the period after the baby has been born. The findings from the study area revealed the services provided were poor. To examine the quality of postnatal, care the respondents were asked to rank the quality of postnatal health care services provided by their hospitals.12.9%(11) respondents ranked the quality of postnatal at high position, 28.2%(24) respondents ranked it at medium position while 58.8(50) respondents said the services were poor and ranked them at low quality position (table4.15). 

The respondents were asked to tell if the monitoring for all postnatal were done well to all women. The 63.52% (54) responded said that monitoring of the postnatal care services were not done to the required standards, 25.88% (22) respondent said they didn’t know if monitoring was done while 10.58 (9) respondents said that monitoring was done properly and at the high standard (table 4.16). 

The third objective was to identify the challenges the respondents were asked to identify the challenges which encounter in assessing prenatal and postnatal health care.  15.3% (11) respondents mentioned the costs of assessing the health services as the challenge, 43.5% (37) mentioned the shortage of health personnel or inadequate ratio of clients against the staffs, 18.8%(16) respondents mentioned shortage of supplies and equipment’s, illiterate and poor birth preparations made by some of the parents was also identified by   9.4% (8) as the challenge also 5.9% (5) mentioned the practice of bad traditions and culture as the challenge which face the provisional pre and postnatal care while 7.1% (6) identified long distance and poor infrastructure as the challenge that affect the accessing the health care services.
The fourth objective was to examine the strategies to be used to overcome the challenges facing Healthcare services providing quality prenatal and postnatal. The findings from this study revealed that government and other stakeholders who participate in making sure that mothers and children get the required services are put the noticeable efforts to improve the prenatal and postnatal healthcare services regardless on the numerous challenges which face the sector.

5.3 Conclusion
Basing on the findings, the prenatal and postnatal healthcare services are very important for the safety of mother and child’s life. The strategies and interventions should gear to address the core factors contributing to maternal death. Maternal mortality ratio in Tanzania is unacceptably high and still very far from reaching the millennium development goals. Maternal health care services should focus on ensuring there is continuum of care through strengthening the health system and provision of good quality of health care in a well-organized referral health system from community level to high facility levels. Government support and leadership commitment, strong public-private partnership in health service delivery, sharing of best practices experiences, and an organized monitoring and evaluation system backed up with a well-functioning health information system can help to facilitate improvement of delivery of quality maternal health care services.

The study assessed the factors influencing the quality of health for Prenatal and Postnatal care services, the case of Mwananyamala and Sinza Palestina hospital in Kinondoni. The study was guided by four to identify the determinants of qualities for prenatal Healthcare Services objectives; to examine the determinants of quality for postnatal healthcare; to identify the challenges on the factors influencing quality of Health for Prenatal and Postnatal and examine the strategies to overcome the challenges facing Healthcare Services on providing quality prenatal and postnatal care.

The data collected were both qualitatively and quantitatively analyzed, whereby quantitative data were analyzed using Statistical Package for the Social Sciences IBM (SPSS version 20) and qualitative data were coded, described, summarized and presented in the form of pictures and text. This study revealed that the public health facilities are still facing many challenges in providing proper maternal health care such as shortage of skilled staffs, shortage of tools and equipment’s. The study recommended strengthening the health system, accessibility of prenatal and postnatal healthcare services fighting corruption and removing all costs in health system, the integration of various health projects and programs for easy management, establishment and strengthening monitoring and evaluation system.

5.4 Recommendations
The major objective of this study was to assess the factors influencing quality of Health for Prenatal and Postnatal in the country, specifically in Kinondoni municipality in Dar es Salaam. Based on the conclusions drawn in the analysis and discussion part, the following are highly recommended to facilitate or to improve the quality of health for prenatal and postnatal services in the area of study and country at large.
5.4.1 Strengthening the Health System
Basing on the findings it is recommended that there should be upgrading health facilities in terms of infrastructures including construction of theatres and maternity waiting homes in hospitals which are well equipped with standard equipment’s is recommended. It is important to ensure consistency provision of essential drugs and supplies in all health care facilities. In addition, high priority should be given to Emergency obstetric care services facility in hard to reach in all areas thus in the city and rural areas as well by ensuring there is a good referral system from community level to high level facilities.

5.4.2 Accessibility of Prenatal and Postnatal Healthcare Services
Among the problems to our country that is most damaging is the persistence of poor access to maternal health, which results to high maternal mortality and morbidity. The government has a role to play in improving maternal health care, by ensuring provision of appropriate staffing and resources for equitable, adequate, acceptable, affordable, quality antenatal, and reproductive health. The government should translate political commitments into effective implementation of policies and programs that prioritize maternal health.

5.4.3 Costs and Corruption
Based on these findings it is strongly recommend that strategies like elimination of all user’s fees and offering incentives to pregnant women be adopted in both hospitals whether public or private hospitals as this will motivate them to seek the appropriate care they need. But also, corruption in hospitals and health centers should be well addressed by punishing heavily all workers who are engaging in bagging corruption to the pregnant mothers. Quality of care should also be improved by hiring and training more midwives, nurses and doctors on new techniques and advances in maternity care so that they can take care of the needs of these women. The health centers should be equipped with appropriate facilities need for both diagnosis and treatment of any maternal condition.

5.4.5	The Integration of Various Health Projects and Programs for Easy Management
There is need to strengthen the integration of various health projects and programs for easy management, monitoring, supervision and efficient use of available resources since discrete projects have less impact. Equally important, there is need to strengthen the routine Health Information System to provide process indicators to monitor progress towards reduction of maternal mortality. In addition, the strengthening of maternal reviews at all levels and sharing of experiences across districts and regions in order to make early decisions for planning to address specific needs is crucial. Outreach health education services to communities should be strengthened. This will ensure communities understand maternal and reproductive health care services, and therefore increase demand of services such as family planning.

5.5 Recommendations for Further Research
It was not possible to deal with many aspects of the factors influencing quality of Healthcare for Prenatal and Postnatal in the country. This study, therefore, recommends two directions for further studies. 
i.	To investigate the effectiveness of the strategies used to reduce the maternal mortality in the country. 
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APPENDIX 1:  QUESTIONNAIRE FOR DOCTORS, NURSES AND NORMAL CITIZENS
My name is Joan Nimrod, a Master’s Student from Open University of Tanzania. I am conducting a research on Determinants of quality of prenatal and postnatal health care in Kinondoni- Dar-Es-Salaam, Tanzania. Your participation on answering this questionnaire could make this research be effective and complete. Therefore, I am kindly requesting your attention to read and answer the question below to the best of your knowledge and ability.

Please I request your attention and respond to the questions below so as to facilitate my research.

Part A: Respondents Profile










3. Level of Education
a)	Primary level		            (         )
b)	Secondary level                      (          )
c)	Certificate 		            (          )
d)	Diploma level			(	)
e)	Degree level			(	)
f)	None                                       (           )
4. Marital status
a)	Married
b)	Single                                      (           )
c)	Widowed /divorced/ separated 

Part B: Factors Determinants of Qualities for Prenatal
v.	Do antenatal wards accommodate all women?
a)	Yes 
b)	No
vi.	Have you been at hospital for antenatal services?
vii.	At what time you started attending ANC
a)	1 day to two months
b)	3 months to 5 months
c)	6 months to 9 months
viii.	Where did you go to deliver?
ix.	Who assisted you when giving birth?
x.	What is the distance from your home to health center
xi.	Is number of staffs enough to take care of all women per shift?
a)	Yes
b)	No




xiii.	Have you had attended postnatal clinic?












Part D: Challenges for Postnatal Healthcare Services




2.	Are there enough beds in the postnatal ward to cover all the women?
a)	Yes
b)	No
3.	What are the challenges on the factors influencing quality of Health for Prenatal and Postnatal? 

Part E: Strategies to Overcome the Challenges




2.	What are the strategies to overcome the challenges facing Healthcare Services on providing quality prenatal and postnatal? Please identify (please grade them from number one to four)
a)	The use of trained TBA
b)	Increase number of skilled personals 
c)	Expanding the health care facilities 
d)	Sufficient supplies of drugs and equipment’s
e)	Address cost
3.	What current strategies that are implemented/should be, by your Hospital/health center in facilitating quality healthcare for prenatal and postnatal services? Please mention………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………






APPENDIX I1: QUESTIONNAIRE FOR IN-DEPTH INTERVIEW DOCTORS AND NURSES
My name is Joan Nimrod, a Master’s Student from Open University of Tanzania. I am conducting a research on Determinants of quality of prenatal and postnatal health care in Kinondoni- Dar-Es-Salaam, Tanzania. Your participation on answering this interview could make this research be effective and complete. Therefore, I am kindly requesting your attention to read and answer the question below to the best of your knowledge and ability.
Please I request your attention
1.	How many mothers do give birth per day at hospital/health center?
2.	Do you get in-service training to stay updated on prenatal and postnatal health care?
3.	How would you comment on number of staff offers the postnatal and prenatal health care services?
4.	What are your views on the supplies
5.	Are the service providers well trained to take care of prenatal women?
6.	What do say about the quality of services which are offered at your hospital/health center?
7.	  What are the challenges that face your hospital/health center in providing prenatal and postnatal services?








Quality of Health for Prenatal and Postnatal

Factors influencing qualities for prenatal;
	Inadequate;
	Adequate 





	Long distance to health facility;
	Irregular supplies of drugs and equipment;
	Inadequate number of skilled personnel
The strategies
	The use of trained TBA
	Access to health facilities within 5 km
	Increasing the number of health professional institutions




